IntroductIon: Information on the processes used by primary care practices to help identify older patients in need of assistance are limited in New Zealand.
Introduction
Comprehensive geriatric assessment is internationally recognised to be the cornerstone of optimising care for older adults. 1 a systematic review and meta-analysis in 2008 found favourable effects of preventive home visits on functional ability, provided that programmes were based on multidimensional geriatric assessment. 2 a review on the effectiveness of complex interventions on outcomes of nursing home admission and hospital admission suggests that older adults would benefit from routine assessment. 3 There are, however, concerns about its timing and requirements for the clinical expertise of the assessor; 1 these issues motivated the development of various initiatives to identify those at risk of deterioration who would benefit from a full assessment. 4 The Brief risk identification of Geriatric Health tool (BriGHt) is a self-completion questionnaire consisting of 11 items on health and activities of daily living. This tool was found to be sensitive and specific for identifying disability in community-dwelling older adults aged 75 and above. 5 The trial of BriGHt used as a systematic screening tool as the first step in a two-stage case finding process in primary care compared to usual care and showed that it successfully identified older adults in need, but the trial did not find clinically relevant improvements in functional ability or quality of life. 6 apart from increased residential care placement in the intervention group, health care use was not significantly different between the intervention and control groups suggesting that the second stage in the case finding process -referral to regional geriatric assessment and rehabilitation services -did not result in increased services or change in clinical outcomes beyond increase placement in nursing homes. 6 Several similar preventive assessment trials have also failed to demonstrate favourable outcomes. [7] [8] [9] [10] [11] Often cited reasons for the lack of effect include a potentially weak service response, similarities in range and intensity of services in subsequent care between intervention and control groups, and a relatively high standard of routine care at the time the study was conducted. We wished to investigate the use of proactive processes to identify need in older primary care patients in New Zealand.
Primary care for older adults has been criticised for being largely reactive, 12 but improvements from integration of the principles of geriatrics into mainstream care since the 1990s have also been acknowledged. 13 in New Zealand, there is some indication of a proactive approach to problem detection in older patients. For example, older people can attend special clinics such as diabetes clinics that are held in an estimated 54% of practices, 70% of practices have reported conducting rest home visits, 14 and 97% of primary care physicians from NZ reported use of electronic medical records in international surveys conducted in 2009 and 2012. 15 Data on the use of other systematic processes that can help identify older patients in need of assistance are, unfortunately, lacking in New Zealand.
it makes intuitive sense that some practices are better able to support these proactive processes depending on characteristics such as size, location, and population served; however, evidence to support direct association between practice characteristics and performance is scant. investigations examining the association of practice characteristics and quality of care scores appear to be closest to this area of inquiry, as assessments of quality include a range of indicators relating to management of chronic diseases such as blood pressure readings in patients with cardiovascular conditions and diabetes, checking proper inhaler technique in patients with asthma, assessing behavioural risk factors, and care planning. Study findings are, thus far, not sufficiently consistent to suggest practice changes -evidence on the influence of practice size on quality of care is a case in point. Quality of care scores for asthma, diabetes and cardiovascular diseases have been reported to be higher in practices with only one to four GPs compared with larger practices. 16 However, other investigations have failed to demonstrate a significant association between quality of care for specific disease entities and number of GPs in the practice 17 or have found contrasting support in favour of larger practices. 18 moreover, with regard to overall quality of care, higher scores have been reported in group practices compared to singlehanded practices. 19, 20 The present study aims to describe the use of proactive processes to detect problems in older patients in primary care, and the practice characteristics that are associated with the use of these approaches.
Methods
The present study used existing data from the BriGHt trial, described in detail elsewhere. 5, 6, 21, 22 Briefly, it is a cluster randomised controlled study that examined the effect of proactive two-step case finding using: (1) the
WHAT GAP THIS FILLS
What is already known: There is some indication of a proactive approach to problem detection in older primary care patients in New Zealand.
What this study adds: Most practices, at least in those interested in a trial about care of older people, perform activities that promote early problem detection in older patients. We did not find a clear typology of practices having these proactive processes in place. BriGHt tool as a screening questionnaire followed by (2) referral to regional geriatric services on the outcomes of residential care placement, hospitalisations, disability, and quality of life. The study was conducted in three regions in New Zealand. We randomly selected 116 practices from all primary care practices in participating regions; those that had enrolled patients aged 75 and above were eligible. 21 ethics approval for conducting the study was granted by the New Zealand Health and Disability multi-region ethics Committee.
Practice managers completed a fax survey in 2008-2009 to provide information including number of GPs in the practice; number of locums in the practice; total number of enrolled patients; number of enrolled patients aged 75 and above; and number of enrolled māori patients. These were used to create variables that describe the age and ethnic composition of patients enrolled in the practice. The proportion of locum physicians in the practice was also calculated. Practice size was defined in two ways: number of GPs and number of patients enrolled in the practice. Practices were grouped based on the tertiles of compositional and practice size variables. The addresses of practices were entered in the Cla ssification Coding System version 4.0.2 23 to obtain meshblock 2006 codes, which were then linked to area concordance files to determine index of deprivation score 24 and type of urban area: main urban area or 'other'. Practices located in urban areas other than main urban centres were grouped under the 'other' category.
Data on practice activities was collected through a follow-up fax survey conducted in 2010. This survey sought to determine whether or not practices were already proactively identifying frail older patients who might need assistance before the introduction of the BriGHt intervention. Practices were asked if they routinely performed the following: use of a formal assessment tool such as the Geriatric Depression Scale; audit of the practice; clinics such as influenza vaccination clinics; home visits; and active follow-up of patients who have not had a check up in a long time, have not renewed their prescriptions, or have missed their appointments. a summary score for number of reported activities was calculated by adding the number of positive responses to the five activities included in the practice survey. We also computed an alternative score that considered types of followup as separate activities (range 0-7).
Results
Sixty practices participated in the trial. Their characteristics are presented in table 1. Practices located in areas of high deprivation (NZDep 9-10) comprised 28% of the sample. most were based in main urban centres (93%). Over a third of the practices had seven or more GPs (35%); 39% had at least 5,000 patients in the practice roster. On average, locum physicians comprised 24% of physicians in the practice (s.d. = 18). Patients aged 75 and above ranged from less than 1% to 19% of patients enrolled in the practices, with approximately a third of practices having at least 10% of its patients aged 75 and above. The proportion of māori patients in the practice roster ranged from less than 1% up to 60%. table 1 also shows the number and types of activities performed by the practices. Only four practices did not routinely perform any of the five activities that can help identify frail older patients who need assistance (7%). regular home visiting (81%) was the most commonly reported activity performed by the practices. Over three fourths of practices in the sample also followedup their patients regularly (79%). more practices reported regular follow-up of patients who miss their appointments (75%) compared to those who have not had a check up in a long time (38%) or do not renew their prescriptions (27%). more than a third of the practices held specific clinics for frail older patients (38%). Only 12% regularly audited their practice to identify frail older patients who may need additional support or an assessment. Using a formal assessment tool was the least commonly reported activity (7%). regular patient follow-up was not significantly different in any of the practice characteristics; differences according to DHB were only noted when the basis for follow-up was considered.
Half of the practices in Capital and Coast DHB followed-up patients who do not renew their prescriptions; in Canterbury DHB and Bay of Plenty DHB, it was only 13% and 17%, respectively (p = 0.019).
Discussion
This paper investigated the usual primary care of older people and whether or not practice characteristics potentially were associated with the presence of systematic processes in usual care that would proactively identify frail older patients who may need assistance. The findings suggest that some activities are routinely done in most practices, at least this group of practices interested in a trial about care of older people, and there is no clear typology of 'good' and 'bad' practices with regard to activities to promote early problem detection in the population of older people.
The small number of practices that did not routinely perform any of the activities included in the survey suggests that primary care may not be as reactive as it has previously been criticised to be. Considering older adults' frequent use of primary care services 25 and practices' performance of activities to promote early problem detection, we can expect levels of unreported or unrecognised needs to be low for those engaging with primary care regularly.
However, demonstrating further benefits of screening the general older population to identify those at risk of deterioration may prove to be difficult. it should also be emphasised that, as the interrai trial in New Zealand has already shown, problem identification does not guarantee that service response will be adequate. 9 The analysis of BriGHt patient-level data illustrate this concern: finding that 27% of patients in the sample had an unmet need. 22 Collectively, the available evidence draws our attention towards (2) 29 (71) 11 (27) 3 (7) 5 (12) 13 (33) 35 (86) 34 (83) 9th to 10th decile 3 (19) 7 (44) 6 (38) 1 (6) 2 (13) 8 (50) 11 (69) 11 (69) Type of urban area (n = 60) § § Main urban centre 2 (4) 34 (64) 17 (32) 4 (8) 7 (13) 21 (40) 46 (87) 43 (81) Other urban 2 (50) 2 (50) that encompasses planning to delivery of health services. 9, 26 although a few practice characteristics were found to be significantly associated with the total number or specific types of activities examined, the evidence is insufficient to suggest that certain configurations of practices adopt a more proactive approach to detect problems in older primary care patients. it should, however, be noted that it is possible that in choosing to dichotomise responses rather than using an elaborate criteria for assessing the extent to which the activities were performed, we were unable to capture how practices with certain characteristics are better able to support these systematic processes to proactively identify need. in addition to this, we also used a conservative test in examining performance of activities by practice characteristics because our sample size was small and we expected cells with low frequencies. in view of the many comparisons done, we cannot discount the possibility that the small number of significant associations found may be due to chance alone.
Caution must be exercised when interpreting the findings as the sample of practices was not representative of general practices in the country. The practices described in the present study were recruited from three DHBs with a 52% response rate at the practice level; 21 little can be assumed about the practices that did not take part. in addition to this, BriGHt trial practices were all located in urban areas, which further challenges its generalisability.
Future investigations can link practice-and patient-level data and perform multilevel analyses to simultaneously model the influence of individual (patient) and contextual (practice) factors on health outcomes. Possible areas of inquiry include determining whether patient outcomes vary according to practice characteristics and performance of practice activities; exploring which practice characteristics and practice activities contribute to positive changes in older patients' health outcomes over time; and comparing associations in countries with different structures of funding, governance and primary care organisation.
Conclusion
We found that most practices have proactive processes in place, to identify need among older people, at least in practices interested in a trial about care of older people. as such, low levels of unreported or unrecognised needs may be expected among older patients who engage with primary care regularly. We need to determine whether different types of practices or the activities that they undertake make a difference to older primary care patients' outcomes.
